Ichiro Kawachi, MD, PhD, Bruce P Kennedy, EdD, and Roberta Glass, MS Social scientists have long puzzled over why some communities prosper and have effective political institutions and law-abiding and healthy citizens while other communities do not. Researchers have begun to turn to the concept of social capital as a possible explanation. Social capital has been defined as those features of social organization-such as the extent of interpersonal trust between citizens, norms of reciprocity, and density ofcivic associations-that facilitate cooperation for mutual benefit.'-3 Social capital has been claimed to be important for the enhancement of government performance and the functioning of democra,2 for the prevention of crime and delinquency," and, more recently, for the maintenance ofpopulation health. 7 Kawachi et al.7 used US data aggregated at the state level and reported strong crosssectional correlations between indicators of social capital and mortaity rates. In that study, social capital (or the lack thereof) was measured by responses to the General Social Surveys8 about the degree ofmistrust, levels ofperceived reciprocity, and per capita membership in voluntary associations ofall kinds.7 Each indicator of social capital was strikingly correlated with lower mortality rates (r= 0.79, 0.71, and -0.49, respectively), even after adjustment for state median income and poverty rates. 7 Research dating back to Durkheim's study of the causes of suicide9 has shown that social integration can enhance population well-being. Epidemiologic investigations of social ties have found that individuals who lack social connections have 2 to 3 times the risk of dying from all causes compared with well-connected individuals.0 lo" But an important distinction must be drawn between social integration measured as an individual characteristic (which is how most epidemiologic studies have measured social networks) and social integration measured as a collective characteristic (which is how social capital is conceptualized). The States were grouped a priori into 3 levels of social capital (high, medium, or low), based on cutpoints defined by 1.0 standard deviation on either side of the overall mean. For example, the mean level of mistrust (percentage responding "most people can't be trusted") was 43.2% (SD = 9.8%) across states. Low-trust states were defined as those 1.0 standard deviation above the mean (>54.0% responding "others can't be trusted"), whereas high-trust states were defined as those 1.0 standard deviation below the mean (<33.4%). The (Table 3, Model 2). Although the proximate, individual-level factors turned out to be the strongest predictors of fair or poor health, the magnitude of risk associated with living in a low social capital state nonetheless approached that of risk factors such as being a current smoker (OR = 1.51) or being obese (OR = 1.70). The associations between social capital and perceived health did not change when we substituted educational attainment for household income in the multivariate models (data not shown).
There appeared to be a "dose-response" gradient in the odds ratios for fair or poor health across levels of social capital indicators. When we repeated Model 2 (Table 3) using quartile cutpoints for social capital instead of cutpoints defined by 1.0 standard deviation, the gradient became a little stronger (e.g., OR = 1.54; 95% CI = 1.47, 1.61, when comparing the lowest to highest quartile oftrust).
The effects of social capital on perceived health were similar among men and women. Civic associations vary along important dimensions that predict their contribution to overall social cohesion (R. Putnam, oral communication, June 1997). Thus, some groups may be more exclusive in their membership, compared with others that bridge social divisions along the lines ofclass, sex, and race/ethnicity; some associations have a mission that is more self-regarding (e.g., hobby groups) than other-regarding (e.g., charities); some associations are more likely to foster civic trust by encouraging face-to-face contact, whereas others merely involve the payment ofmembership dues, and so on. An important research task is to determine which characteristics are important for health.
Beyond these broad caveats, several specific limitations ofour study should be noted. First, despite attempts to take account of a range of individual-level factors that determine self-rated health, the analyses may have omitted other variables that could account for the apparent contextual effect of social capital. It is important that measures ofsocial networks (beyond living arrangement) were unavailable in the BRFSS data set because we could not rule out the possibility that the observed "contextual" effect was due to more socially isolated individuals residing in low social capital states.
The sampling frame of the General Social Surveys is based on primary sampling units, consisting of counties, metropolitan statistical areas, and independent cities.46 The 
